Another aspect that must be carefully assessed in the article's construction is the distinction between job-related and general life stress. In the introduction the authors only talk about job stress (L 70-77) and seem to think that the OPs are only dealing with this. In reality, studies conducted in the workplace take into account both types of stress. For example, studies of the association between stress and cardiovascular disease in the workplace consider in almost half of the cases the general stress of life [Magnavita N, Capitanelli I, Garbarino S, Pira E. Work-related stress as a cardiovascular risk factor in police officers. A systematic review of evidence. Int Arch Occup Environ Health, DOI: 10.1007/s00420-018-1290-y]. Some problems occur in the questions posed by the researchers. (L.156) Knowledge and applied knowledge. Before asking about the importance of the 9 specific work-related factors on the onset of depression, had the authors verified the experience of doctors with these specific factors? did they ever used some questionnaire to measure these factors in depressive patients? In the absence of this preliminary verification, the authors run the risk of having collected only generic opinions. In reality, the authors well know that the "deficient knowledge of the other discipline" exists (L.174). Also the question about how often OPs and PTs ask their patients about specific work-related factors (L.164), in the absence of a verification on the specific competence on work-related stress and on the models used to measure it, is meaningless. The question about how necessary participants considered cooperation with PTs/OPs to be necessary (L.167) is intrinsically biased, because there is a politically correct answer, which is to consider collaboration useful. Europe. Med Lav 2006; 97, 6: 762-773.---Magnavita Thank you for your comment and pointing out the importance of OPs and PTs having a different relationship with employees. We would like to consider this relevant aspect in the discussion section. Unfortunately, we did not get access to the following reference you suggested:
VERSION 1 -AUTHOR RESPONSE

Management of impaired physicians in
Magnavita N. Management of impaired physicians in Europe. Med Lav 2006; 97, 6: 762-773 Would you be able to provide us with the original article? We are aware that the paper is in Italian; however, since our senior author is Italian, too, we can read over it with no problem. In the meantime, we added a similar reference, where confidentiality concerns are stressed with respect to unreveal health-related problems to the OP. Psychiatry J. 2013; 2013 :701872. doi: 10.1155 /2013 We agree that OPs are also confronted with individual life stress, however their task field and area of influence mainly concentrates on occupational stress. To ensure an ideal holistic medical care of depressed employees, OPs and PTs should cooperate, since PTs have more influence on and experience with handling the individual's private problems. In this work, we focused on work-related stressors, since they can be more significant than individual life stress [20] and play an important role in the return to work process, 
(L.156) Knowledge and applied knowledge. Before asking about the importance of the 9 specific work-related factors on the onset of depression, had the authors verified the experience of doctors with these specific factors? did they ever used some questionnaire to measure these factors in depressive patients? In the absence of this preliminary verification, the authors run the risk of having collected only generic opinions. In reality, the authors well know that the "deficient knowledge of the other discipline" exists (L.174).
Also the question about how often OPs and PTs ask their patients about specific work-related factors (L.164), in the absence of a verification on the specific competence on work-related stress and on the models used to measure it, is meaningless.
We asked participants about their experience with depressed employees in order to verify that they had the possibility to observe potential causal work-related antecedent factors. We have assumed that the knowledge is relevant for its application. Participants (OPs and PTs) who reported to have never worked with depressed employees and thus could not have gained experiences, were neither asked to provide a percentage number regarding genetic, individual and work-related factors (RQ 1.0) nor how relevant they considered the nine specific workrelated factors concerning the development of a depressive disorder (RQ 1.1 and 1.2) to be. Also, participants who provided "0%" for the relevance of work-related factors (RQ 1.0) concerning their association to depression, did not receive the question about the relevance of the nine specific stressors (RQ 1.1 and 1.2). Both were also not considered in the analysis of the "Applied Knowledge" part. We added this information now in the methods and result section.
Please see p. 7; l.158-162: "Altogether, only one OP and one PT stated to have never had a depressed employee as a patient, whereas three more OPs provided 0% for work-related factors and were excluded from subsequent questions."
In addition, we believe that our Research Question 1.2 functions as a verification of the participants' competence, since we explicitly compare participants' evaluation of the specific work-related factors and the current state of research.
The question about how necessary participants considered cooperation with PTs/OPs to be necessary (L.167) is intrinsically biased, because there is a politically correct answer, which is to consider collaboration useful.
Thank you for your comment, we think you are right. In surveys there is frequently a possibility of bias due to social desirability [41] . However, it has been shown that social desirability is reduced when using online and anonymous methods as we did in our study [42] . Furthermore, the social desirability should apply to both OPs and PTs equally. However, we have found a significant effect in line with our hypotheses. In addition to that, we checked the manuscript for completeness and noticed that two numbers were not labelled. So we corrected that. Please see p. 13, l. 267:
"Through a preliminary analysis for RQ3.0, 16.0% (n=26) of the OPs and 24.6% (n=16) of the PTs were excluded […] ."
We further noticed that the label of Eta² in table 5 was not correct and corrected this. Please see table 5.
